The aftermath of suicide is devastating. At a personal level, it is often painfully experienced by the survivors who are emotionally tied to the victim of suicide directly. It is well known that 90% of suicide deaths are by people suffering from mental illness or substance abuse, problems for which a vast majority of such individuals are untreated. 1 A substantial proportion of people with psychological sufferings do not seek medical and psychosocial treatments until the enduring health issues and related intricate psychosocial factors culminate to cause unbearable psychological pain that the irreversible outcome of death by suicide becomes unveiled.
In 2012, the World Health Organization's Health Evidence Network (WHO HEN) published a review of 34 types of suicide prevention interventions, which were abstracted in the form of published systematic reviews. 2 These included public health preventive efforts for the general population (universal intervention), targeted interventions focused on highrisk populations showing at-risk behaviour (selective intervention) as well as post-ventions after attempted suicide (indicated intervention). 2 The report summarised the promising effectiveness of certain intervention, namely: (i) universal interventions such as school-based suicide prevention programmes enhancing coping skills and social support for at-risk students. These showed beneficial effects on intermediate outcomes (such as suicide tendencies and risk factors for suicide), while restricting access to lethal means could reduce cause-specific but not overall suicide rates; and (ii) targeted interventions such as psychosocial and pharmacological treatments were shown to be effective in reducing rates of repeated self-harm in indicated situations such as those who made a recent suicide attempt or with pre-existing mood disorders. The WHO HEN's recent report complements the findings from an earlier systematic review on suicide prevention strategies by Mann et al. 3 This report alluded to the roles of physician education in recognising and treating depression, as well as restricting access to lethal methods, while others entailed public education, screening programmes, and media education for which more evidence of efficacy was needed. 3 Convergent views from both reviews suggest potentially important roles of physicians.
Generalising the summary findings must be made with caution, due to different sociocultural/ clinical settings and by virtue of the methodological heterogeneity. Nonetheless, these findings guide medical professionals to rethink their roles in suicide prevention in a systematic way, as well as increasing awareness of evidence-based practice of suicide prevention and post-vention efforts in a multi-level model that has potential implications for collaborative care.
Primary care and specialist settings are important help-seeking avenues for the at-risk clinical population, as evidence suggests that over 45% of people who died of suicide had contacts with mental health professionals and primary health care providers in the 4 weeks prior to suicide. 4 A local psychoautopsy study found that over 70% of older adults had consulted primary care physicians in the month before committing suicide. 5 Physicians have privileged roles in assessing at-risk individuals in terms of biopsychosocial problems. Via this unique role, potentially they can engage the individual in a collaborative care plan to modify the volatile risk state. This in turn may leverage a person to activate resources to surpass the existential crisis meaningfully. What are the challenges faced by physicians who might have played crucial roles in preventing these premature deaths?
Yousuf et al's paper 6 in this issue of the Hong Kong Medical Journal shared a Hong Kong experience of implementing an undergraduate suicide prevention module in a local medical school. The study forms the empirical basis for a timely reflection of resistance to detecting and managing peri-suicidal states or their underlying risk factors among medical and other allied health professionals in Hong Kong. Undergraduate medical curricula in Hong Kong are similar to those of UK and Australia in many ways. Systematic surveys of undergraduate medical curricula in UK and Australia have shown that typically they deliver very little knowledge and skill in suicide prevention, and the mode of such teaching is usually lecture-based. 7, 8 Notably, in the Australian study by Hawgood et al, 8 students who previously received suicide prevention education rated themselves significantly higher in terms of skills-based suicide prevention abilities than those who had not. Moreover, most of them (including those who received limited skills-based training) rated these capabilities very high in importance for the medical profession. 8 The willingness to receive suicide prevention training and the emphasis on skills rather than mere knowledge emphasises the critical potential of developing a value-driven medical curriculum. Yousuf et al's study in this issue 6 alluded to the malleability of undergraduates' attitudes to suicide prevention, which was attained via a dedicated undergraduate module that was highly valued and well received by Hong Kong medical students.
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Such a model of skill acquisition for physicians-intraining may even be extended to postgraduate and continuous education on suicide prevention.
While clinical skills and knowledge are the main determinants of one's clinical practice and adherence to best evidence-based treatment, there are nonclinical factors (such as physician time constraints, available health resources, organisational factors like size and types of clinical practice) that may compromise optimal practice. 9 In the area of suicide prevention, multi-level collaboration, dynamic appraisal of immediate and remote risks, as well as a personalised care programme constitute the real life challenges for a doctor. For this goal, physicians must take an active role in suicide prevention, and overcome professional pessimism especially among those not working in a collaborative care setting specialising in mental health problems. Doctors may hesitate to uncover such problems when they perceive there is no immediately available professional peer back-up or there is no guaranteed safe outcome, given the fluidity of biopsychosocial risk factors. Nonetheless, some research shows that educating primary care clinicians can help protect against suicide, primarily by improving the recognition of depression and leading to the increased prescribing of antidepressants. [10] [11] [12] These effects are stronger when collaborative care models of depression treatment are instituted. [13] [14] [15] Although the relative risk of suicide among doctors may not be exceptional compared to other occupational groups, they are often able to elude clinical detection as they often prefer to medicate themselves instead of seeking outside medical help. 16 Thus, acquiring suicide prevention skills by physicians may result in self-directed benefit through fostering self-empathy and a help-seeking culture in medical professionals.
The bottom-up approach to enhancing role of doctors in suicide prevention can begin with undergraduate education, and continue into postgraduate training. The fundamental changes and consolidation in psychological readiness, clinical skills, and knowledge are likely the first steps to any sustainable cross-disciplinary collaborative care model, which could operate in tertiary care, primary care, or community interfaces.
